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Chapter I 
Introduction 
• I 
This paper has been written to help the teacher toward a better 
underst arding of his pupils, in particular those pupils who have what 
are conmionly called speech defects, speech handicaps, or speech imped¬ 
iments. The term "better understanding” is used because those 
without such defects or handicaps cannot possibly know just what 
these children are experiencing. Yet, in order to help them, not 
only in the classroom, but in many of life*s adjustments, the teacher 
must try to know why these things are as they are, how they affect 
the child and his listener, and what can be done to help. To take 
one step toward better understanding, walk into a department store 
as you normally do, but this time lisp as you talk to the clerk. 
Or go to the bus terminal and ask when the ndxt bus leaves for 
Boston, but this time try stuttering. Watch these peoples* faces. 
How do they react to you? Are they reacting to you as a person 
the way they would react to a”normal” --- or are they reacting to 
your speech defect? This is a momentary experience for you but for 
the estimated 2,500,000^School-age children in this country who have 
speech defects, this happens every week, every day, perhaps, every 
hour of their lives. Yet, one cannot blame the general public for 
its actions; it is human nature to turn away from the unknown, to 
show fear or even revulsion for the "abnormal”. However, if there 
were an oath for teachersneomparabbe to the Hippocratic oath for 
physicians, we would all agree that it should include some phrase 
to the effect of: "Let me teach with utmost sincerity, skill, and 
patience not only the straight, the -healthy. the intelligent, and the 
happy; but also the lame, the sick, the slow and the sad.” 
' « 
You have accepted this responsibility and it is hoped that, even 
in small measure, the following ^a'ges= will help in its fulfillment. 
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Chapter II 
Development of Normal Speech 
Before proceeding to a discussion of speech abnormalities, a survey 
of normal speech and its development is imperative. When does the 
child first produce speech? Many authorities will say that the birth 
cry represents the origin of speech. It is the first vocalization of 
the infant and may be considered the beginning of the speech-learning 
process. Although this and other early vocalizations may not properly 
be called speech since they are reflex actions rather than purposeful 
ones, there does soon develop a differentiation in the various crying 
sounds. Cypreansen et al have methodically broken down the various 
2/ 
stages of the infant’s vocalizations. The first stage is the undif¬ 
ferentiated crying stage which occurs during the first month of life. 
There next follows a cooing stage when the infant responds to external 
stimuli such as being spoken to, laughed at, or handled. ’’From these 
two stages, we proceed to the ’babbling stage.’ It appears the infant 
is now beginning to enjoy his ’noise making,’ and he produces more 
3/ 
sounds with greater frequency.” In this stage the infant’s ’’speech” 
is mainly imitative and repetitive, for example, ma-ma-ma-ma, which 
so much pleases the mother and disappoints the father because the child 
is not saying da-da-da-da. Perhaps it would help restore parental 
egos if they understood that the child’s speech is still not a thought- 
directed activity and that ma-ma is much easier to say than da-da. 
These babblings are the raw material for the first words which appear 
somewhere around the first birthday. It is at this stage that there 
begins to bc^purpose behind vocalization. Even though ”bah” may be 
used to indicate the bottle, dish of, cereal, or drink of water, it is 
evident that the purpose of utterance has something to do with food. 
After the first birthday, speech develops slowly but increases 
rapidly as the second birthday approaches. During this time, there 
is much use of what Johnson calls jargon, ”... a flow of jabbering 
syllables that has the same cadence of the sort of speech the child 
hears. ... As his vocabulary increases, his use of jargon declines, 
and as he begins to acquire facility in combining two or more words 
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that are intelligible to others^ he quickly stops using jargon.” 
Although the speech at this latter stage may be considered intel¬ 
ligible to others, there are many distortions of sounds and substitutions 
of one sound for another. Poole has done extensive research in the 
field of articulation in preschool children and, although it is not 
necessary for us to consider in detail which sounds are mastered at 
etc., it does serve to corroborate the above statement. In 
summary, her data states that children who are physically and mentally 
normal develop articulation maturity at the age of eight so that we 
may not reasonably expect a child to have "perfect” speech before this 
age.^^ At the age of two, we also encounter repetitions of ”... sounds, 
syllables, words, or entire phrases. ...Davis found that the average 
child between the ages of twenty-four and sixty-two months repeats 
forty-five times per thousand words spoken in free play speech. 
After the rapid increase in vocabulary around the second birthday, 
the child progresses in the learning process so that he begins to make 
simple sentences. He also begins~to make grammatical distinctions, 
as in the use of pronouns, and increases his vocabulary as he increases 
in age and maturity. 
VIhat teachers should already realize but occasionally do not stop 
to consider is that these are not rigid classifications or stages. 
No one has said, including the fatnous Drs. Gesell and Spock, just how 
far the child can deviate from these ’’norms” and still be considered 
normal. Many parents and teachers consider these studies as the 
’’last word" and are very concerned when the individual child does not 
fit within the rather strict boundaries. 
Even in this brief survey of normal speech development, it is most 
e 
obvious that learning to speak in order to communicate with others 
is not a smooth, ever-increasing function. There may be periods of 
regression, latency, and rapid growth. The second point that must 
e noted is that this early speech is not the normal speech which is 
characteristic of adulthood. That misarticulations and repetitions 
are normal facets of development is not understood by many and leads 
to much worry and anxiety on the part of both parents and teachers. 
The problem of how extensive these speech errors may be without 
being abnormal will be considered in later pages. For the present, 
the following statement by Van Riper will suffice, "Speech is defective 
when it deviates so far from the speech of other people that it calls 
attention to itself, interferes with communication, or causes its 
possessors to be maladjusted.’’^^ 
Chapter III 
Introduction to Speech Problems 
D.W, Smith cites in Education that 15% of elenentary school age 
g / 
children have some type of a speech defect. Of this 157o, the 
majority are errors in articulation; other problems include stut¬ 
tering, voice defects, clef.t palate speech, speech as related to 
cerebral palsy, retarded (or delayed) speech development, and those 
speech defects due to impaired hearing. 
Most, is not all, of these problems will be encountered at some time 
during a teaching career. Hence, the following sections of this 
article will attempt, in brief, to describe these defects and some of 
their known or theoretical causes. No attempt will be made, however, 
to prescribe specific therapy which could and should be carried out 
for children with these problems. Decisions for therapy must be 
based on a speech clinician or therapist’s diagnosis of the exact 
problem and an extensive knowledge of various types of therapy and 
their relative benefits for the individual problem. 
Chapter IV 
Problems of Misarticulation 
A child may say, "My name is Thally Thmith;" another ta^ks about 
her "wed dw6ss." These and other children have problems of misarti- 
culation. Only in a very few of these cases is the couse organic -- 
malformation of jaws, dental abnormalities, malformed palate,etc.. 
However, in the majority of misarticulation cases, no such organic 
cause can be ascertained. These are called functional misarticualtions. 
The disorder is "... related to the use, not the construction of 
9/ 
the speech organs." 
This classification is further broken down by some authorites into 
the following types of errors: substitutions, omissions, insertions, 
and distortions.Although there are many variations and patterns 
to each of these, let us take an example of each. 
■ Substitution. The child mentioned above who says "wed dwess" is 
substituting w for r. Other common substitutions include ^ or £ for 
th, £ for the voiceless and d for the voiced consonant J^. 
Omission. The child with an omission defect does precisely what 
the name implies. Stop becomes top, home becomes ome or even o. 
Insertions. Oftentimes, insertions may be parallel or identical to 
speech that is characteristic of certain regions of our country, 
for example, idears for ideas, warsh for wash. This type of error, 
although not an actual speech defect, has been increasingly noticed 
since John F. Kennedy brought his "Harvard accent" to the White House. 
Distortion. One case of distortion error is described by Berry and 
Eisenson as follows, '*In the lateral's-lisp the air escapes over 
the side of the tongue, producing a sound similar to ^ or a voiceless 
2,* Frequently excessive saliva seems to be present, so that there is 
a bubbling or thick quality to the sound (the ’inebriate’s sound’ 
In colloquial terms, this may be described as a ’’slushy s”. 
As with most problems that arc not clearly understood, the general 
public is usually generous with explanations of the clauses. This is 
true not only for errors of articuiition but for all speech problems. 
Some will say that a child is mentally retarded. While it is true 
that retardates often do have speeel^ problems, it is not true that most 
speech handicapped children are mentally handicapped as well. There 
seems to be evidence gathered within the past fifteen years supporting 
this statement but there are still untold thousands in institutions for 
the retarded who are there solely on the basis of a speech defect. 
Or, perhaps, a well-meaning relative will emphatically state that the 
child is ’’tongue-tied” and that this is the cause of his problem. 
Research has again showed that this is a factor in only a very small 
minority of cases. Another well-ipeaning but poorly informed person 
may state that speech defects are attributable to low socio-economic 
status. This relationship appears to vary, depending upon the type 
of clinic one is visiting. 
The above statements leave us with a substantial list of negatives, 
but there are some positive theories. Oftentimes, the speech of the 
parents or other adults in the child’s environment may contribute 
to poor speech development and speech defects. It would be cruel and 
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untrue to say that this is intentionally done because parents often 
think that it is ”cute" when the child talks about the ”wed wobin”. 
They very innocently foster poor speech when they in turn ask the child 
if he saw a ”wed wobin**. At other tines the parents reinforce poor 
speech habits when they answer the child’s demand and, consequently, 
reinforce the poor speech even more. In some situations the speech used 
in the home is not the best possible, for example, in a home where 
"broken” English is spoken and speech goals are low. Or in opposite 
cases, the parents may haveexceedingly high goals for this child and 
demand that he speak "perfectly” even though the child is not ready 
for this in maturity or emotional development. Maturational readiness 
includes such things as auditory discrimination. There is nothing 
wrong with the child’s hearing but he cannot "... retain sequences of 
, , . ^ j ..12/ Reading authorities recognize 
sound long enough to reproduce them," 
that this is a factor in reading and training in auditory discrimination 
is usually part of the readiness program. However, many adults with 
good discrimination cannot fathom such a lack and often ignore or 
treat lightly this phase of readiness. This, in turn, can begin a 
geometric progression of difficulties not only in speech but also in 
the important field of reading. 
As can now clearly be seen, there exist many reasons why a child 
may not "speak plainly”. And to further complicate the situation, 
in most cases it ts met pmasible to point to one. of these reasons and 
positively statoe^ "This.is the cause of.Johnny’s problem." There are 
usually several factors with varying-weights which are at the root of 
a speech problem such as misarticulation* With a knowledge of these 
possible causes, it is hoped that insight can be gained into specific 
problems and others prevented. 
Chapter V 
Stuttering 
There have been many lengthy books and articles written on the subject 
of stuttering and rightly so,because of all the pbssible speech 
problems this seems to be one of the more numerous and persistent and 
one in which the general public shows the most interest. Stuttering 
is respectful of neither age, wealth, intelligence not station of life. 
It has been said that Moses was a stutterer as well as Charles I, 
13/ 
Charles Lamb, and Charles Darwin. Doubtlessly, everyone, at some ^ 
time or antother, has know or met a stutterer, perhaps, a college 
roommate, a neighborhood child, or a pupil. Stuttering, as other 
speech problems, as well as reading problems and allergies, affects 
more boys than girls. Why this is so we do not know; perhaps., our 
culture places more pressures on males than females but this does 
not explain why there are more congenital defects in males, too. 
However, this sex difference is most apparent in stuttering. Figures 
vary from 2.2 stuttering males to 1 stuttering female per hundred 
14/ 
all the way to 5.3 versus 1. 
What is stuttering? If we could say that it is simply non-fluency 
or abnormal rhythm of speech, the problem of definition would be much 
easier. But as was stated earlier, the "normal” speech of young 
children is characterized by breaks in rhythm, repetitions and, 
sometimes, hesitancies. And no two people stutter in an identical 
manner, some stutter on emotionally laden words, others on words 
beginning with a certain letter, and others show no pattern at all. 
$ ■* 
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The problem seems almost overwhelming. It is not known for certain 
when it does begin because of the nonfluencies of childhood, but we 
can safely state that it usually begins between the ages of two and four. 
Now, why does a child who is developing normally physically, emotionally, 
and in speech begin to stutter? As with other speech problems such 
as misarticulation, there are almost as many theories as there are 
people who have thought about the problem. Some will say that it 
is due to the method used for toilet training — too strict, too 
permissive, too early, too late, ad infinitum. Another camp firmly 
maintains that the di&ficulty is related to handedness -- a child 
seems to prefer his left hand and is switched to the right. Yet others 
maintain that it is inherited; others hold to the theory that there is 
an organic problem and st^il others claim that it is due to some type 
of personality maladjustment. Although this is only a partial listing 
of common theories,^ it is "easy to see how the theorizing can be 
extended to the point of absurdity. We do know this much -- none 
of the above alone are correct. 
Wendell Johnson expounds a theory that is perhaps more radical than 
others but it is worth contemplating. He says that stuttering 
begins not in the mouth of the child but in the ear of the parent. 
But in the majority of cases, who attaches the label ’’stutterer'* 
to a child? Yes, it is usually the parent or another adult in the 
child’s environment. A parent does not take his child to a speech 
therapist and say, "My child has an articualtion problem involving 
t'-" , , ■* : ! • IW'-'', ■ rc.iv , i ’ i ■■ 1:-' ■ to 
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the r, w, and sounds.” However, a parent will emphatically say to 
a therapist, ”My child stutters.” The diagnosis is made and in the 
mind of the parent there are no if*s, and*s, or hut’s. 
If someone should say to you, ”You seem to throw your left foot 
when you walk.”, how Will you feel the next time you take a step? 
What must the child feel when his mother says, ”Take a deep breath 
I'l'O 
•before you start talking and maybe you won’t stutter so much.”? 
It is most.likely that this child did not even realize he was stuttering 
but now he begins to watch his speech -• to monitor it more than normal. 
So what happens? He is afraid of stuttering and because of his fear 
he stutters more. The complex, vicious cycle has now begun. Stuttering 
produces more stuttering. So in Johnson’s terms, stuttering, ”... 
occurs, not before being diagnosed^ but after being diagnosed. In 
order to emphasize this finding the writer has coined the term 
diagnosogenic; stuttering is a diagnosogenic problem in the sense that 
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the diagnosis of stuttering is one of its causes.” 
Van Riper, although he agrees with Johnson on many points in 
speech pathology, disagrees with him on the issue that labeling a 
person a stutterer causes him to be one. He feels that the period 
between two and four is frought with so-many pressures that there 
are bound to be some children who do not make it thorugh this period 
and these are our stutterers. Some of the presssures he mentions are: 
competing with adults for communication, trying to verbalize many new 
experiences with a limited vocabulary, and the need to make himself 
known in this busy adult world. Why do some fall by the wayside? 
He feels that the answer is multifold. Sortie children have a low 
frustration level; others.live in speech environments which are full 
of fluency disrupters; some parents expect too much of their young 
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children; and others are victims of a combination of these factors. 
So it can be seen that for Van Riper, stuttering is not caused by 
diagnosis as with Johnson, but by factors in the chi Id*s environment 
or lacks within" the child himself. 
Johnson prefers to retain the word stuttering for the advanced 
stages of the problem when the child begins to fear or struggle with 
his nonfluencies. Rather than call the initial period a period of 
nonfluency. Van Riper prefers the term **primary stuttering’*. He feels 
that you cannot go against our whole cuLture ^nd employ euphemisms -- 
in other words, ca.Il a spade,, a spade, and a stutterer.,, a stutterer. 
Van Riper has recently refined his ideas on this subject and descr 
a transitional stage of stuttering which occurs between the primary 
and secondary stages, (the latter not yet described). ^ In the 
transitional stage, the child begins to use force and struggles 
and shows signs of distress. His lips may begin to purse and tremble 
when he tries to speak. He may not yet be aware of any physical 
contortions associated with his speech and it is possible that if 
anxiety is kept to a minimum, the child will revert to his previous 
mode of nonfluency and then back to normaJL speech.. However, if his 
anxiety becomes great enough and he fears words and speaking, the 
disorder becomes self.-perpetuating and he moves into the category 
of a secondary stutterer. This is the ’*full blown'* case. The person 
knows he stutters, often makes physical movements while stuttering and 
fears talking of almost any kind. 
It is a fairly gloomy picture that has been painted in the above 
discussion on stuttering. The exact cause of stuttering is not :• 
known but it is felt that it is most likely not an exact cause but 
a complex of variables. It is not known why some children •♦regress'* 
from stuttering and return to **normal** nonfluent speech. One thing is 
i* '“i known -- most stutterers can be helped -- not cured -- but helped. 
Chapter VI 
Voice Disorders 
Among the first things noticed about a stranger is his general 
appearance. The second is usually the voice he uses in speaking. 
There are many terras which are generally used to describe a person’s 
voice -- soft, musical, guttural, gentle, high, raspy, and nasal, to' 
list just a few. But do these terms refer to one general factor or 
can the voice be broken down into comoonents? Emery says that there 
are definite factors we can speak about when describing a person's 
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voice and these are pitch, loudness and quality. Then in considering 
disorders of voice the problems are defined in these terms. 
Pitch refers to the relative highness or lowness of voice or 
perhaps a monotony of level. In the group with disorders of pitch 
are the adolescent boys whose voice is "changing” and another example 
might be that of the ten year old girl who, if heard but not seen, 
would lead the listener to believe that a boy is -speaking. Her voice 
is very low in pitch and, hence, is not considered to be feminine sounding. 
There need not be too much time spent describing disorders of 
loudness because although the extremes which need immediate and 
intense help are relatively rare, the occasional problems encountered 
in the usual classroom are not pressing ones. There is the child who 
shreiks, seemingly all the time, in reading groups, in conversation, 
everywhere. But then there is the child who seem.s to whisper at all 
times. This child simply cannot be heard when he speaks. 
Lack of loudness is relatively rare among children since it is often 
20 
the result of "... profound emotional‘or personality distrubance." 
Other cases may be due to pathological conditions affecting the 
larynx and these should be treated only by a competent physician. 
Voices are occasionally too loud. This is often the consequence of 
impaired hearing which will be discussed in a later section. Uncontrol¬ 
lable loudness is even more rare than lack of loudness. The main concern 
of classroom teachers will usually be with the students whose voices 
21/ 
are just not quite loud enough to be easily heard. 
Other children and adults will have a disorder in the quality of 
voice they produce* Perhaps, they continually, sound as though they 
have a "code in da node" or that they should clear their throats or 
that'*they are speaking from inside a barrel. 
Although the general public does not seem to consider voice disorders 
too seriously, they do affect the speaker and often his listener. 
It is easy for those who have no such problem to ask a child to lower 
his voice in the classroom, to try to breathe-between words instead of 
during them, but the problem is not an easy one to solve. 
Some of the causes of voice problems are organic; others are not.’ 
An extremely small larynx (voice box) results in an excessively 
high pitched voice; in the male^ if the larynx does not keep up with 
the rapid body growth at puberty^ the resulting voice is high and 
feminine sounding. Or, perhaps, a pitch disorder may be due to 
psycho-emotional causes. When a person is tense or upset, the voice 
normally goes up in pitch. For some people this tension is a continuous 
state and is reflected in the voice. 
* • - • « 1 • • 
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One of the most frequent disorders of voice quality is nasality. 
This occurs when the soft palate and walls of the throat, for some 
reason, are not functioning as they should and the child is actually 
talking through his nose. 
Actual organic bases for voice disorders among children are not too 
frequent and, as in mlsarticulation, most of the causes are functional. 
As may be implied from the above discussion, the functional causes of 
voice disorders include imitation, psychological factors, changing of 
the voice at puberty and poor breathing habits. 
Chapter VII 
Cleft Palate and Speech 
According to Cypreansen there is one incident of cleft palate 
22/ 
and/or lip in every 800 births* Although great strides have been 
made in repairing of this congenital abnormality by surgery, the 
majority ,of such children do bear some type of scar or tightening of 
the upper lip as the result of the operation(s). The incidence of 
this disorder is high enough so that at some time every teacher knows 
or teaches a child with a repaired cleft. Other types of speech 
defects usually do not present signs which are visable to the casual 
observer so that the person can remain relatively ’’normal”, or at least 
until he begins to speak. However, the cleft palate child cannot hide 
his defect and who is to say by how much his torment is increased 
because of this. 
The cause or causes of oral clefts has not been established. 
The theories at present emphasize the interruption of the nutritional 
or oxygen supply to the embryo. According to Cyreansen,”The inter¬ 
ruption may be attributed to extreme malnutrition of the mother, 
vitamin A or B deficiency, the Rh factor, or to an atypical or insuf- 
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ficient circulation in the embryo.” At this moment in research, 
the theory that this defect is connected with here<W5Xy has greatest 
prominence, but the how’s and the why’s are not clearly understood. 
How does the speech of such a person sound? ’’Practically, all 
of the articulatory movements in these speakers are subject ta defect 
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to a greater or lesser degree.” AtTO’the speech is often very 
nasal sounding. Unless the opening in the palate has been .closed 
by surgery or by an obturator (an artificial palate), the air and the 
vibrations ..carried witbin”‘it escape into the nasal cavity resulting in 
a very noticable change in the quality of the sound. 
Not only is speech impaired in such children but often their 
general health is also affected. They usually are placed on a diet of 
liquid or very soft foods and, in a severe case, the baby nay have 
% 
to be fed by means of a tube passed through the mouth and into the 
stomach* Hence,, there can easily.be a protein deficiency leading to 
many nutritional problems. This, in turn, may lead to extensive 
dental cavities at a later date. Colds and sore throats are also an 
important problem to these children. Germs in the nose easily 
travel to the mouth and throat and even more dangerous is the pos¬ 
sibility of consequent ear infection, which, for its, part, can lead 
to hearing loss. Actually, we may say that these children have many 
handicaps. 
It:can onLy be hoped that further studies and research can shed 
light on this field and eventually lead to control and possible 
prevention of this defect which impinges upon the physical, emotional, 
and social health of the affected person. 
Chapter VIII 
, Cerebral Palsy 
Cerebral palsy is a condition ‘which stems from damage to the 
central nervous system occuring before, during, or after birth*. 
The causes are many and various., for example, German measles,during 
the first trimester of pregnancy, incompatible Rh factors, breech 
delivery involving pressure on the infant's head, lack of oxygen 
during the birth process, injury by forceps, and diseases such as 
encephalitis and meningitis. It is beyond the scope of this paper to 
attempt to fully describe and discuss cerebral palsy but it should be 
noted that there are three types or major groupings of people with 
this condition^ the spastic, the athetotic, and the ataxic. 
The truly spastic child is characterized by exaggerated contractions 
of muscles when subjected to stretch. .This is often called the stretch 
reflex and can be felt by palpation of the affected limb. 
The athetotic child exhibits excessive, uncontrollable movements. 
This child physically cannot "sit still”. 
Ataxia is the type of cerebral palsy which shows Itself in a lack 
of balance and co-ordination of voluntary muscle activity. 
Although it would be most convenient is there were a specific 
definition of cerebral palsy speech, such is not the case. Many text 
books will describe the three major types of cerebral palsy and then 
describe the speech that is consequent of each, but clinical experience 
proves that no such distinct classifications of cerebral palsy or the 
resulting speech can be set up. 
24. 
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Some children with cerebral palsy will show irregularities of 
rhythm; misarticulations, voice disorders, or hearing impairments. 
Although again no general rule can be set down, some children will show 
intellectual deficits and/or psychological deviations. Because many 
such children do not ’’look normal'* many people who cettainly should* 
know better, have assumed that they are not normal, especially with 
regard to intelligence. Cerebral palsy manifests itself in varying 
degrees, some cases being so slight that they are not discernible to 
the untrained eye and only careful observation by parents, teachers, 
doctors, and clinicians lead to diagnosis. 
This child i^ handicapped .not only by a speech problem but also 
by varying degrees of difficulty in performing actions usually considered 
part of everyday life, for example, feeding seif, dressing, and even 
just sitting in a conventional chair. As was said about the child 
with cleft palate, the child with cerebral palsy is also multi¬ 
handicapped. and a staff of trained personnel is required to help 
him gain the independence which he desires and needs to have to 
become a contributing member of society. 
The child who has a severe case of cerebral palsy will most likely 
not be present in the typical classroom since it is extremely difficult 
for him to attain any degree of independence. On the other hand, 
there is much that Can be done and is being done for the moderite and 
slight conditions and it is felt by many authorities that the chief 
goal for these children is to help .them achieve independence in life 
situations. One of the best ways to achieve this independence is to 
experience it in varying degrees under carefully watching guidance, 
hence, more and more children with cerebral palsy are attending 
"regular** classes. 
Chapter IX 
Delayed Speech 
The development of normal speech was discussed in an earlier part 
of this paper. Perhaps, it would be better to say that the normal 
development of speech was discussed since it is difficult if not 
impossible to define normal speech. But thinking about that period 
is 
from birth to the age of eight,, when it usually assumed that speech was 
being fully developed, it can be seen that this is a time filled with 
all types of activities, dangers, joys, and experiences ranging from 
the momentous birth process itself to the merest duJ^l moment which for 
some children just never seems to occur. During this period the child 
is also learning how to talk. Human beings must learn to speak, 
just as later on they must learn to read and to write. And just as 
in learning how to read, there are many, many plateaus, spurts, and 
regressions in the process. But what about the child who is three and 
is not using phrases, only a few disconnected words and communicates 
by gestures and perhaps grunts? Or, think of the child who is eight 
and also communicates by gestures and grunts. Are both these children 
retarded in their speech development? A well-meaning doctor may have 
told the mother of the three year old to "wait and see” or ”let Nature 
take her course”, but what about the eight .year old? He certainly 
does have retarded or delayed speech development. Berry and Eisenson 
say that ”... appropriate action is definitely indicated...” for the 
three year old who has not begun to speak. Other authorities will 
27. 
1 
argue this statement but a general rule of thumb seems to be that 
there is definitely something amiss when the child is one year 
below the ’’norm” for his age group and sex. 
There are various factors which may cause a child to fall behind 
in his speech learning or keep him at a plateaujbefore the process 
is completed. Dr. Jane Beasley in her book. Slow To Talk, gives the 
following: hearing loss, limited intellectual ability, brain injury, 
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and emotional disturbance. When observing a child with delayed 
speech it must be first ascertained whether or not the hearing is 
normal. If a child .is hearing little or no speech or speech only in 
the very high or very low frequencies, he cannot imitate that which he 
has never heard. 
Although it is a well-known fact that mentally retarded children are 
often delayed in.speech development,, it is indeed a great shame that 
many people automatically label children with delayed speech as 
mentally defective. A child who is slow in learning to speak may 
be very intelligent. Perhaps, one is slow in learning to ride a 
bicycle; another slow in learning how to tie his shoes; so shall the 
two be called mentally deficient-on these bases? It certainly makes 
no more sense than diagnosing a child as mentally retarded because he 
is slow in speech development. However, mental retardation should be 
kept in mind when observing a child with delayed speech. 
Another factor often associated with delayed speech is brain injury. 
Again, this may occur before, during or after birth, for example, by 
a fall or a severe infection which destroys areas of the brain tissue. 
The fourth cause given by Beasley is that of emotional disturbance. 
As was mentioned earlier, a child may have to compete with older siblings 
and after a vigorous battle accompanied by many failures, he may decide- 
to withdraw from the situation -- he adopts a ’’why fight it?’* attitude. 
Twins often present cases of delayed speech even though none of 
the above can be found in the case histories. In some manner or other, 
twins often develop a ’’silent” method of communication. They simply 
have no need to use words to express needs or desires to each other; 
each automatically ’’understands” what the other wants. Or in another 
case, usually that of the only child or the sickly child, there is no 
necessity for oral speech; every need and desire is fulfilled by a doting 
parent or relative before the child can express it. Since learning to 
speak is difficult, who can blame a child who does not learn because he 
does not have to? 
Although the teacher of the Intermediate grades and above will find 
very few delayed speech cases in the classroom population, the teacher of 
the earlier grades will usually find a few cases in each class. Many 
of these cases will not be extreme but thiteVareisome children .who do 
enter school using only isolated words or incomplete phrases for 
communication. 
Chapter X 
Impaired Hearing 
The last major phase of speech disorders which shall be discussed 
is that of impaired hearing. A hearing loss in a young child may go 
undiagnosed for several years and no one can really be blamed for this. 
Busy, irate parents may claim the child hears only when he wants to; 
a teacher may note that a child’s attention span is poor, but very few 
stop to consider the fact that this child may not be hearing all that is 
going on around him. No wonder he is bored and fidgets in class. 
The child with a hearing problem who is in a regular classroom 
will very likely be hard of hearing. The other two categories /j 
of hearing problems are the deafened and the deaf. Briefly, the deafened 
child is one who originally had normal hearing, learned to speak, but no 
longer has usfficient hearing to allow him to hear speech sounds. 
The deaf child is one who never had the ability to hear speech. These 
children can seldom function in a public school and, consequently, 
usually attend a special school, either private or state-operated. 
Note that the word usually has been used because as is well known, there 
are no hard and fast rules when working with hianan beings. The hard of 
hearing child has, to some extent, lost the ability to hear and his speech 
may or may not be affected depending on how much hearing he does have. 
Great strides have been made in the description of the hearing 
mechanism and its dysfunctions. Berry and Eisenson divide the causes 
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into two categories, genic impairments and acquired impairments. 
The genic impairment can be directly traced to inheritance but just 
which gene is responsible for this is not known at the moment. The 
acquired impairments often can be traced to a disease of the mother 
during pregnancy which affected the fetus or to diseases or trauma 
during the childhood period itself. When discussing children with 
cleft-palate^ it was said that these children often have impaired hearing 
because of infections in the nose and throat which can easily move into 
the ear. Antibiotics have been performing almost miracles in preventing 
infectfooscfrom spreading to the ear but there are still many cases of 
hearing problems which are directly attributable to infections of the 
middle ear. 
Another possible cause for impaired hearing of the acquired type is 
the psychological factor. Although such problems are generally thought 
of in terms of adults, there are children who are using a pseudo hearing 
impairment as some type of reaction or defense mechanism. 
Eliminating the hearing problem caused by psychological factors, since 
it does not have an organic basis, there are then two types of hearing 
loss which the hard of hearing child may have. The child with a middle 
ear type of loss has reduced acuity throughout the range of tones 
including those important for speech. Rather than getting vibrations 
through air conduction, which is the way most people receive vibrations 
for the most part, this child depends greatly on conduction of vibrations 
by means of the mastoid process, the bone directly behind the ear. 
Often times this child will be shy and have a very soft voice so that she 
can barely be heard. Her own voice sounds much louder to her than the 
voices of others since the bones in the skull help carry the vibrations 
from her own speech but not from the speech of others. This child will 
probably have only a minimal or non-existent speech problem except in 
keeping her voice within an audible range. 
The child with an inner ear loss, on the other hand, seems to 
respond to speech in an inconsistent manner. This child seems to need 
very strong context clues in order to follow the directions or respond 
to conversation. This is the child mentioned earlier, of whom it is 
said, ”He hears if he wants to.” Well, if he knows what type of situation 
is going on or if he is familiar with the vocabulary, he may well hear. 
However, if it is a strange situation and he has no context to rely 
upon, he may well hear on^y a jumble of sounds which seem to make no 
sense whatever. This child will probably evidence a misarticulation 
problem ranging from very slight to the point where his speech may be 
unintelligible. If the loss is in the higher-pitched tones, the 
consonant sounds will be affected, for example, £h, £h, and j^. 
Those which can be produced by imitation such as £ and b will most 
likely be less affected but, again, since not all the facts about how 
sound is heard are known, we cannot make many definite statements. 
Chapter XI 
What the Classroom Teacher Can Do 
Although the preceeding discussion was intended to help clarify 
possible misconceptions and lead to better understanding of speech prob¬ 
lems in the classroom, right now the feeling of almost complete helpless¬ 
ness against what seem to be insunaountable ’.piroblems may be paramount. 
However, the situation is far from hopeless. If there is a speech therapy 
program in the school system^the great strides taken by children with 
speech defects can be seen and heard. These strides are not taken in 
days, weeks, or even months; in some cases; it will take years of therapy 
before an observer, trained or casual, will say that progress has been 
made. 
And the teacher is in the most opportune position to help these 
children. She has the academic training to help in working with children 
and, even more Important, is in constant contact with them. She.rmay well 
have some students whom she sees more hours per week than do their parents. 
In many cases, she is the only adult to whom a child can turn to for 
sympathy and understanding. There is certainly a great, great deal that 
she can do for these children even without specialized training in the 
field of speech therapy. 
To paraphrase Socrates, "Know thy children." Certainly, the teacher 
knows their names, faces, socio-economic background and their academic 
achievement. But "knowing" children amounts to much more than this. 
Who are their pjiymates, what do they do after school and what particular 
problems are they bringing to the classroom from the home? Although the 
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cliche has certainly been over-worked, it is the whole child who is 
be in-’ 
being taught. This child has a life other than that which he spends 
in the classroom from 9 A.M. to 3:30 P.M. and it is for this reason that 
the parents can be the teacher’s most helpful allies. 
Granted, the days are gone when the schoolraarm visited each and 
every child’s home. Today, the school may set aside a day or week for 
parent-teacher conferences and it is at these times that the teacher can 
learn about the ’’other life”. Or, perhaps, a system does not have 
regularly scheduled times for conferences. Let the teacher schedule them 
True, the day-is busy enough as it is, but think of what both the teacher 
and the parents can learn form one fifteen-minute conference. Many 
parents would gladly turn to the teacher with suggestions or for help but 
lack the confidence to make the initial contact, particularly if they are 
of foreign background or low educational status. 
Hopefully, the teacher knows her children and their parents. Has 
she met the speech therapist in the school system? She can help, not 
only by helping specific children in the class, but also by helping the 
teacher understand the speech problems themselves, how they affect the 
child and how she can help these children lead as near to normal lives 
as possible both in and out of the room. 
And the therapist needs the help of each and every classroom teacher 
In a school system it is usually the teachers who make referrals to the 
therapist. Even though it was said earlier that the decision of when a 
child actually does have a speech problem is a difficult one to make 
even for trained specialists, the teacher without specific training in 
speech can still function very efficiently as the referring agent, 
A study done in 14 counties of Kentucky has shown that ’’Teachers with no 
orientation can be expected to miss two of every five children classified 
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as defective by clinicians.” In order to be able to refer children to 
the therapist, the teacher will have to do careful observing of each 
child, his speech, and habits. For this purpose, a speech referral 
' form has been adapted from one originally published in the Elementary 
School Journal and is found in Appendix A of this article. Notes about 
specific observationsShould be made on this form rather than trusting 
the fallible memory system. This will help in making referrals and give 
the therapist much useful information about the child once he is referred. 
Once it has been decided that therapy is necessary for an individual 
child, the therapist will probably confer with the principal and teacher 
about scheduling problems. While it will necessitate that the child be 
out of the room for certain periods of time, the therapist realizes that 
the teacher is working on a schedule and will wish to confer as to the 
best possible times for therapy considering both the therapy and teaching 
schedules. 
Although the therapist can accomplish a great deal in speech sesssions, 
it is up to the classroom teacher to see that the gains are maintained 
during the intervals between therapy sessions. If her objectives and 
methods during therapy are known, the teacher will be in a much better 
position to help the child and Insure that there is carry-over from the' 
session. Perhaps, she will ask that a few minutes each day be given 
to the child and in this way help both the therapist and the child. 
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It is this type of co-operation that is needed between the teacher and the 
specialist. Neither can adequately function without the other and, working 
as a team in dose contact, each can augment the work of the other. 
At this point may come the statement ’’This system doesn’t have a 
speech therapist.” There is much that the teacher can do on her own. 
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In the first place, investigate methods of referral. In the vicinity 
there may be a university or teachers* college with a speech and hearing 
clinic or there may be a local parents* group who is interested in this 
field and would be very happy to help. Many national organizations 
such as the American Academy for Cerebral Palsy have branch chapters 
and they would very willingly supply information and specific help. 
Also there exists the possibility of a lecture on this subject for a 
faculty meeting or, better yet, for the next PTA meeting. Many professional 
journals such as the NEA Journal, Elementary English and Grade Teacher, 
to name only a few, publish articles^ on speech problems. Cut out these 
articles,mount them in an eye-catching manner and post them on the 
faculty bulleting board. The more people thinking and working on 
these problems, the more that can be done. 
Even though it may not have been possible to take a Course in 
speech pathology during the college years, why not investigate course 
offerings at a near-by institution and enroll for an evening or summer 
course? Perhaps, the school system would be interested in sponsoring a 
teacher workshop in this area at some time. Nothing can or will be done 
unless someone is interested enough to initiate action and this someone 
could very well be the classroom teacher. 
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But first and foremost, this statement should be kept in mind: 
One does not work with a speech problem by itself; one works with a 
child who has a speech problem. As Johnson says, "Children with speech 
difficulties are usually different from normal children only with respect 
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to speech." How these children are treated by the teacher will 
oetermine how they are treated by the other children. If she is under¬ 
standing and accepts the distorted speech without outward signs of 
dispair or impatience, the children will follow the example. She must 
be alert for signs of ridicule. Discretion will have to be used in 
explaining to the class but if handled in a forthright and tactful i 
manner, the whole class can be a powerful ally for the teacher and the 
child with the problem. 
One of the chief concerns of the teacher is the process of education 
itself. Even though at times the easiest way out of the situation would 
be to lower academic standards for the speech handicapped child, this 
certainly would not help the child or his relationship with the class or 
his teacher. The child may already have emotional reactions due to his 
speech problems and to single him out for preferential treatment or 
lowering of standards may further aggravate this condition. 
Bond and Tinker, reading specialists, state that "To avoid aggravation 
of the child’s emotional state, the teacher should be sympathetic and 
tactful in her requests and suggestions. But it is not wise to excuse 
such a child altogether from oral work. The problem of organizing 
32/ 
the proper balance between oral and silent work is a delicate one." 
THis balance will be achieved only by consideration of several factors -- 
the severity of the speech problems, the severity of any accompanying 
emotional reactions, the attitude of the whole class and the type of 
material being presented/ 
Possibly the worst outcome of lowering academic standards is that 
the child may come to use his speech defect as a convenient ♦♦crutch”. In 
common parlance, it woilild give him an easy out, starting a pattern which 
could spread to all areas of endeavor and continue for life. The 
objective of all therapy, not only speech therapy, is indepenedence, 
as much independence as is possible to achieve in the light of the 
existing handicap/ 
Although this paper has not gone into depth in either the field of 
speech pathology or possible therapy, the books and articles mentioned 
in Appendix B are very helpful in providing more information in both 
areas. It is hoped that this paper has helped in some way to lead the 
classroom teacher to a better understanding of the children with speech 
problems.In her 
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This student seems to have a speech or hearing problem. I have 
checked the items which seem most applicable in this case. Please examine 
this student and advise me of the results. 
Pupil Teacher 
Grade 
* 
School 
Date 
1. Articulation 
a) leaves some sounds out of words 
b) substitutes wrong sounds for right ones 
c) distorts some sounds 
d) adds unnecessary sounds 
e) speech seems “sloppy" or "slushy" 
f) speech seems almost unintelligible 
2. Voice 
a) seems too high pitched 
b) seems too low pitched 
c) pitch lacks variation -- monotonous 
d) seems too loud 
e) can hardly hear pupil 
f) speech seems to lack life and vitality 
g) seems to talk through nose 
h) always sounds like he has a cold 
i) sounds strained and harsh 
j) sounds hoarse -- husky 
k) sounds breathy 
l) sounds throaty or guttural 
Speech Referral Form Con*t. 
3. Rhythm (fluency) 
a) repeats sounds or words more than peers 
b) cannot get speech out -- blocks 
c) speech runs together -- uneven 
d) excessive lip movement when speaking 
e) facial-contortions 
f) excessive body movements when speaking 
4. Symbolization 
a) poor reader 
b) seems not to understand spoken word 
c) confused in speech -- gropes for words 
d) cannot write words on par with class 
5. Other observations 
a) requires repetitions of oral directions 
b) appears confused when spoken to 
c) seems unco-ordinated ptiyBlc'aliy 
d) seems to have nervous mannerisms’ 
e) seems unusually shy and retiring 
f) is a behavior problem 
g) other pupils laugh at his speech 
h) seems maladjusted socially 
1 )e a sp eakis ottlyi' ^tiitevL spoken to 
j) rarely volunteers answers 
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Appendix B 
Suggested Headings for the 
Classroom Teacher 
11 
Books • ^ 
1. Beasley, Jane, Slow To Talk (New York,1956). 
2. Berry, Mildred and Eisenson, Jon, Speech Disorders (New York, 
1956). 
3. Bond, Guy L. and Tinker, Miles A., Reading Difficulties Their 
Diagnosis and Correction (New York,1957). 
4. Cypreanson, Lucille, Wiley, John and Laase, Leroy T., Speech 
Development, Improvement, and Correction (New York,1959). 
5. Eisenson, Jon and Ogilvie, Mardell, Speech Correction in the 
Schools (New York, 1957). ^ 
6. Johnson, Wendell, Speech Handicapped SchoolwChildren (New 
York, 1956). 
7. Johnson, Wendell, Speech Problems of Children (New York, 1950). 
8. Matthews, Jack, "Speech Problems of the Classroom Teacher," 
Conference on Reading (Pittsburgh University, 1957). 
9. McWilliams, Betty Jane, "What the Classroom Teacher Can Do For 
the Speech-handicapped Child,” Conference on Reading (Pittsburgh 
University, 1957). 
10. Santiago, Florence, Inexpensive or Free Materials Useful for 
Teaching Speech (Ann Arbor, 1959). 
11. Travis, Lee, Handbook of Speech Pathology (New York, 1957). 
12. Van Riper, Charles, Speech Correction, 3rd.edition (New York,1954). 
13. Van Riper, Charles and Butler, Speech in the Elementary Classroom 
New York, 1955). 
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Journals 
1. Anderson, V.A., ’’Speech Handicapped Child in the Classroom,” 
Education, LXXVII, Oct. 1956. 
2. Baker, E.E., Jr., ’’Ten Ways for the Classroom Teacher to Aid 
the Speech Correctionist,” Education, XXXIV, Nov. 1957. 
3. Eames, ’’Relationship of Reading and Speech Difficulties,” 
Journal of Educational Psychology, XXXXI, Jan. 1950. 
4. Eastman, ’’Speech Correction in the Classroom: How to^Recognize 
•and Help Speech Defects,” Grade Teacher, LXVII, Jan. 1950. 
5. Eastman, ’’Speech Correction in the Classroom,” Grade Teacher, 
LXVII, June, 1950. 
6. Emery, R.M., ’’Classroom Teacher and Speech Correction,” Elem¬ 
entary School Journal, LVI, Nov. 1955. 
7. FitzSimmons, R., ’’Parent-teacher Conferences and Speech-handicapped 
Children,” Education, LXXXII,Dec. 1961. 
8. Fossum, Ernest.C., ”Co operating with the Speech Correctionist,” 
Journal of Education, CXXXVI, Mar. 1954. 
9. Hahn, ’’Speech Defects Are Every Teacher’s Responsibility,” 
National Education Association Journal, XLVII, Jan. 1958. 
10. Hinman, ’’Teacher>and the Specialist,” National Education 
Association Journal, XLIX, Nov. I960. 
11. May, Lucille, ’’Classroom Teacher and Speech Improvement,” 
Instructor, LXV, May, 1956. 
12. Shea, Dorothea, fiCase for the Kinesthetic Method,” Grade 
Teacher, LXXIV, Oct. 1956. 
13. Sister Mary Luella, ’’Kindergarten Teacher: Aide to Speech 
Therapists,” Catholic School Journal, LIX, June, 1959. 
14. Smith, D.W., ”Role of the Teacher in Correcting Speech Dif¬ 
ficulties,” Education, LXXVIII, Dec. 1957. 
15. Sutton, Eddie Lee, ’’Integrating Speech Therapy with Language Arts,” 
Journal of Speech and Hearing Disorders, XX Dec. 1955. 
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